An uncertain organisation
The working paper and the health circular were clear that audit was a matter for the medical profession to determine and, allowing for variety of local circumstances, placed accountability for overseeing audit with local audit committees.' 2 These had been envisaged as district based in the (1989) working paper but, with a clearer understanding of the implications of the division between purchasers and providers, became seen as unit based in the (1991) circular. But the authority of local committees was never defined, and their accountability appeared uncertainly divided between the hierarchy of the service and the profession. In their guidance to clinicians in setting up audit, for example, Ellis and Sensky saw unit audit committees reporting to a district audit committee that, itself, had responsibilities to both the region and the local medical advisory committee.7 At the specialty level the guidance from the professional bodies was that the unit audit committees should identify a lead clinician for audit for each specialty.5 8 Again, the authority and accountability for undertaking audit carried by such roles was undefined: they would perforce rely upon "leadership." So the working paper's prescription for a clearly defined organizational framework was hardly realised. Instead there was a rather hazy division between professional and hierarchical responsibilities which reflected the two pronged way in which audit has been introduced.
For the past 18 months we have been studying the implementation of medical audit within general medicine in four acute hospital units, in a study commissioned by the King's Fund to evaluate aspects of the white paper's proposals. The hospitals were deliberately chosen to reflect contrasts in size (ranging from 900 beds in the largest to 400 in the smallest), in function (one was a teaching hospital, three were general hospitals), in status (two were NHS trusts and two were directly managed), in use of information technology (one had implemented resource management, the three others began to do so during the research period), and in clinical management structures (one had already implemented a clinical directorate structure, the three others moved towards this over the research period). The core groups of consultant staff in the specialty or subspecialty meetings observed ranged from two in one hospital to 23 in another. All four sites introduced audit support staff coincidentally within the research period.
The study involved several elements. * Observation of 45 specialty or subspecialty audit meetings and 37 local audit committee meetings * Interviews with 19 of the major participants (lead clinicians, consultants, and audit officers) and 25 others in roles assumed to have an interest in audit (general managers, quality assurance officers, nursing managers, information officers, and directors of public health) in the four sites * Surveys of the time costs involved in presenting audit in the four specialty and subspecialty groups, the opinions of junior doctors in three of the four sites about the purposes and achievements of medical audit, and the work of audit support staff across the nation. This research, in four different hospital settings, served to confirm speculation stimulated by previous research, teaching, reading, and discussion that the particular nature of medical organisation cannot help but constrain associated activities such as medical audit. In medical audit this occurs owing to inherent diversity in accountability and authority, nature of commitment, and relationship to the wider hospital environment of different types of hospital staff. staff it has to be consistent with the realities of the managerial hierarchy, providing them with ways of proceeding that are accepted as good practice by their consultant managers. For the consultants medical audit has to be credible to individuals and convince them that it helps their professional work and will not harm their professional status. It may take the time and skills of sensitive professional leadership to agree a standard set of treatment procedures. But unless such agreement is achieved it is difficult to translate medical audit into clear managerial policies for the junior staff. The possibility of unit or district committees, or both, overseeing the development of audit may be felt by consultants to be introducing an element of hierarchical management that is unacceptable to members of an association. The position of the lead clinician for audit in the specialty, who is responsible for maintaining the process, may prove vexed for the same reason.
The dichotomy between the properties of hierarchies and associations is likely to complicate medical collaboration with other disciplines, which are almost inevitably hierarchically managed, and clinical audit activities or broader quality assurance initiatives.
NATURE OF COMMITMENT
Just as the participants in medical audit experience two different methods of organising work, so they present two different patterns of commitment. Junior doctors are temporary members of the local medical workforce, with a temporary commitment; the most junior doctors being the most temporary, requiring to move on to a different post within as short a time as three months. For all the reasons discussed above, the allegiance of junior staff to their consultant managers is likely to be strong for career purposes whereas allegiances to the continuing future of the specialty or to the hospital are inevitably weaker. The consultant members by contrast, have a dual, sometimes conflicting, interest in the future of both their professional specialty and the hospital where they work.
So there are practical problems in organising audit that satisfies the requirements of both groups. If junior doctors are to experience an audit cycle it has to be undertaken fairly quickly, so that those present at the beginning are also present to see change implemented and its effects reviewed. Topics for audit need to be geared to the restricted experience of the junior staff and to their educational needs. 
DIFFERENT LEVELS OF AUDIT
The differences in the way that the work of junior doctors and consultants is organised, coupled with the differences in education, professional experience, and commitment, suggest that regularly providing audit topics that satisfy both parties is difficult. Although both may benefit from the opportunity for reflecting on their practice, which is seen as the hallmark of the professional,' 17 the experience that provides the basis for reflection is very different between the two. If this is recognised one obvious solution is to construct an audit programme that contains attractions for both junior doctors and consultants. Topics chosen for junior doctors would be appropriate to their experience and tied in with the postgraduate education programme; topics chosen for consultants would match their specialist interests and draw in experts in the same field from elsewhere. A variant would be to treat specialty audit meetings within the hospital explicitly as educative events for junior doctors, who make up most of the audience, and structure the programme accordingly. This has some similarities with the original guidance on setting up audit from the Royal College of Surgeons.8 It could be seen as part of a process, starting in medical school, to give doctors the necessary skills to undertake audit. Audit for consultant staff would be an external activity, conducted through the specialty groups that have been developed regionally and by the royal colleges. However, maintaining some connection between the two forms of audit seems important. As thinking and possibly treatment guidelines were developed at the suprahospital level, they would need to be converted into local guidelines through review with junior staff in the hospital based audit groups.
STRENGTHENING THE EDUCATIONAL IMPACT OF AUDIT
Although participation in audit is now compulsory for all hospital doctors, the commitment of junior staff to that participation might be strengthened if audit were seen as a more definitive component in the educational process -for example, if brief details of audits attended were entered in a training experience profile, together with notification if the individuals concerned had played any part in gathering data, presenting the audit, or implementing its results. Indeed if medical audit were to be linked more explicitly with postgraduate education it might be possible to specify several audit topics that staff were expected to experience at different service levels. Participation in audit would then be strengthened as it became instrumental to a professional career. But strengthening the educational aspects of audit would not be easy. The Potentially, this approach offers the most far reaching effects on audit. Earlier we argued that medical audit encountered difficulties because it had to encompass two different ways of organising activity: the hierarchy and the association. The development of the internal market, with the division between purchasing and providing activities, employs a third form of organisation -namely, the market. A scenario may be imagined whereby purchasers set out their requirements for audit in contracts with provider hospitals, not merely that audit takes place but specifying some of the issues that should be reviewed and their right to be notified of the results and of any resultant change in practice. The fact of reporting to the purchaser would strengthen audit as a form of accountability, increase commitment, and strengthen the incentive to negotiate results with other parts of the local hospital environment. Contractual specification by purchasers would then presumably determine the nature of medical audit, representing a significant shift away from the principles of professional and provider control that initially shaped its organisation. 
Conclusion

